The Manual on Effective Investigation and Documentation of Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment, commonly known as the Istanbul Protocol, is an interdisciplinary standard supported by, among others, the United Nations and the World Medical Association. It aims at aiding the fight against torture by giving clear guidelines to ensure better and more effective assessment of physical and psychological sequels. Mental health is a key aspect of diagnostical assessment and documentation due to the severe and frequently long-lasting impact of torture that often lasts longer than physical sequels. The inclusion of psychological aspects and a psychiatric diagnosis is to be treated as an important obligatory. Care must be taken to avoid common pitfalls. The new and substantial revisions in the frequently used but also criticised Diagnostical and Statistical Manual (DSM) reflect challenges and opportunities in a comprehensive approach to the documentation of torture.
The Istanbul Protocol and the assessment of victims of torture or inhuman and degrading treatment
The Manual on Effective Investigation and Documentation of Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment, commonly known as the Istanbul Protocol (IP), is an interdisciplinary standard supported by the United Nations and endorsed by key umbrella healthcare organisations, including the World Medical Association (WMA), the World Council of Psychotherapy, the World Psychiatric Association (WPA) and the International Rehabilitation Council for Torture Victims (IRCT). The IP covers general medical, legal and psychological aspects of investigation and forensic diagnostic assessment. [1] [2] [3] [4] [5] The development and international acceptance of this major tool reflects the understanding that a comprehensive forensic documentation which can stand up to the requirements of monitoring and legal procedures such as local or international courts is a crucial aspect in the prevention of torture and support of survivors. Due to its position as a recommended framework, it has been developed to provide general guidelines, but cannot offer a continuously updated handbook that includes all aspects of the rapidly developing related fields. For that reason, most of the IP is phrased in a general
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way that allows some flexibility, for example in the use of diagnostic categories. However, it specifically mentions the older DSM-IV version of the American Psychiatric Association's influential "Diagnostical and Statistical Manual" to document the impact of torture on mental health. The recent changes in the 5 th edition (DSM-5), 6 regarding specific trauma-and stressor-related disorders and in transcultural factors appear to be of substantial importance for the assessment of survivors.
Mental health is a key aspect of diagnostical assessment and documentation because of a) the severe impact that torture has on this aspect of health, that is frequently longer lasting than physical sequels; b) the influence on overall medical assessment results that can lead to incorrect or incomplete evaluations, usually with a disadvantage for the survivor; and c) the risk of undue stress or even retraumatisation through inadequate procedures. Psychological aspects should according to the IP be included in all assessments, but care must be taken in reaching a diagnosis.
Using a diagnosis in assessment of survivors of torture or inhuman and degrading treatment
The clinical assessment of torture survivors poses numerous difficulties for the clinician and forensic expert from the diagnostic standpoint. While it is theoretically feasible to just describe findings without giving a final diagnosis in situations of doubt or ongoing differential diagnostic assessment, a diagnosis based on the World Health Organisation's International Classification of Diseases (ICD) 10 th revision ICD-10-CM, or alternatively a DSM diagnosis for mental health sequels is commonly expected.
If any of these systems is used, the most recent versions should also be used in forensic assessment, though country standards might require otherwise and a gradual transition might be needed. DSM in itself must be seen as a common but not an obvious choice as it is not the recommended standard of the World Health Organisation (WHO) and is limited to mental health. Due to its predominant use in many countries and in research, and the impact revisions usually have on both amendments of the ICD and on the perception of mental health problems in general, important changes should be considered in treatment and assessment of victims of torture. Transition is supported in DSM-5 by listing comparable ICD-9-CM (Clinical Modification) and ICD-10-CM codes, and by keeping contact with the ICD-11 development team.
Furthermore, the dimensional models that have recently been required for example for some funded research have also been considered. The seemingly not quite reasonable use of "outdated" ICD-9-CM and ICD-10-CM codes in many countries answers to needs of healthcare contractors, but could lead to misunderstandings in forensic settings. It should in this context be considered that the DSM was originally developed as a statistical and research tool that requires a number of strict criteria to be fulfilled and would rather err on the sensitivity then on the specificity (avoiding a diagnosis, if in doubt). In the worst case, this could mean that a person suffering might be mistakenly understood as not being sick and not in need of treatment, or that the impact of torture might not be recognised if the model would be applied in a clinical or forensic setting.
However, changes in the recent DSM (version 5) could be seen as a significant improvement in spite of some reservations.
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Standard instruments
While a clinical interview by an experienced clinician is usually a sufficient and even potentially the "gold" standard also recommended by the IP, questionnaires, such as the Harvard Trauma Questionnaire 7 or standardised schedules, including the Clinician-Administered PTSD Scale (CAPS) 8, 9 are also used, especially in screening and to confirm a clinical diagnosis. The IP is rather careful in recommending testing and specific instruments, especially as a validation in regards to language and culture is frequently missing. The substantial revision of the PTSD criteria in DSM-5 will obviously require a revision and revalidation of all instruments. This will be a challenge, as validated versions of key instruments have even now not been published in most languages and might require substantial resources. The two instruments mentioned above have the advantage that they have already been translated in numerous languages and that they share the inclusion of most symptoms added in DSM-5 such as shame and guilt feelings or dissociative symptoms.
Taking care with a diagnosis
The doubts as to the limitations of key concepts such as PTSD underline the need to use a diagnosis with care, and the IP gives the option of a descriptive approach, further confirming the need for a culturally sensitive assessment that is independent from standard diagnostic categories -a key point which we will cover later on. It might also be considered that a psychiatric diagnosis can be stigmatising in many cultures, though it may be required by the forensiclegal setting.
A special risk is the misunderstanding of the conclusion that "criteria for a disorder are not fulfilled", which could suggest a lack of credibility, contradict suffering from sequels, or imply that no torture was experienced. A general cautionary approach should include an explanation of this reservation to the frequently non-medical or legal authorities receiving the report. It should also make use of an extended diagnostic model such as the option of giving a diagnosis of "not otherwise specified" disorder (NOS) that can be used if not all criteria are fulfilled, but significant suffering is caused by a limited number of the required symptoms.
Psychological aspects in the Istanbul Protocol
Psychological sequelae are of especially high relevance 10 due to several factors outlined also in the IP, as they are common, can be long-lasting or life-long, can be severely debilitating or can interact or interfere with concentration, attention and memory functions. 11 All above aspects mentioned are of relevance for medical assessment that preserves evidence of torture and identifies treatment needs, but also for the legal professionals who have to consider key issues such as the possibility of memory disturbance interfering with testimony and narrative.
While many reactive patterns including PTSD can be seen as "normal reactions to an abnormal event", especially in a dimensional approach, they are relevant as evidence and as factors in an interview or examination. All professionals interacting with victims of torture need to avoid undue stress and suffering that can easily be caused by inadequate procedures in any interaction with the survivor and should be brought to the attention also of legal professionals.
Unspecific disorders such as depression
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are at least equally frequent as specific trauma related disorders, but the following summary will due to limitations of space focus on changes in the key areas of stress related and transcultural aspects. In the comprehensive assessment, however, common co-morbidity and the high prevalence of unspecific disorders, especially depression, somatoform and dissociative disorders [11] [12] [13] [14] should be considered.
Relevant changes in the DSM-5 2.4.1. General aspects of changes in the DSM-5 structure
The earlier 5-axis model of DSM-IV has been abandoned in favour of a more evidence based approach, integrating validated diagnostic instruments, especially the WHO Disability Assessment Schedule (WHODAS), 15 which is an often neglected but potentially very relevant part of assessment and a "cross-symptom" approach that yields data on overlapping areas.
Trauma-and Stressor-Related Disorders
DSM underlines causal links between events and specific stressful life events through both the inclusion of this special category and the use of V codes that are also used in ICD-10-CM and will be explained later in this article. PTSD, especially in younger children (6 years or younger), is now defined by an extensive set of specific criteria that reflect the special posttraumatic stress patterns in this group, while the IP includes very limited guidelines for children. Still, children present a broad range of reactions that are further influenced by culture and not only limited to PTSD. 16 Creative media can be considered in differential diagnosis.
Posttraumatic Stress Disorder (PTSD)
The often criticised DSM-5 Criterion A has been specially revised and no longer asks for a specific subjective reaction during the event. A further major change that might require modification in most present diagnostic instruments is the inclusion of a fourth cluster of symptoms (D: "persistent negative alterations in cognitions and mood") that reflects also the embedding of the earlier "complex" symptoms ("DES-NOES", "Complex PTSD"), including "social" emotions such as shame or guilt feelings and behaviour and withdrawal. They are common and characteristic for victims of torture. Dissociative symptoms are now included as an additional subcategory ("with depersonalisation" or "with derealisation"). Dissociation might interfere with concentration and memory and is therefore relevant in assessment and in evaluating a narrative of torture.
The discussion of late onset forms ("with delayed expression"), especially in forensic settings, is addressed by a flexible set of criteria that permit for early onset of some symptoms, with full criteria met at any point in time later on ("whenever"). Late onset has been a frequently challenged aspect in forensic assessment of severe trauma.
Acute Stress Disorder
Acute stress disorder might be important as an early warning sign for the immediate impact of inhuman or degrading treatment and torture.
Adjustment Disorders
Adjustment disorders have been "reconceptualised as a heterogeneous array of stressresponse syndromes that occur after exposure to a distressing (traumatic or non-traumatic) event". This diagnosis can be used as an alternative to denote a larger range of symptoms with a specific causal relationship to torture or other less severe events.
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A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or more) of the following ways:
1. Directly experiencing the traumatic event(s). 2. Witnessing, in person, the event(s) as it occurred to others. 3. Learning that the traumatic event(s) occurred to a close family member or close friend. In cases of actual or threatened death of a family member or friend, the event(s) must have been violent or accidental. 4. Experiencing repeated or extreme exposure to aversive details of the traumatic event(s) (e.g., first responders collecting human remains: police officers repeatedly exposed to details of child abuse). 
4. Intense or prolonged psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event(s). 5. Marked physiological reactions to internal or external cues that symbolize or resemble an aspect of the traumatic event(s).
C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning after the traumatic event(s) occurred, as evidenced by one or both of the following:
1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or closely associated with the traumatic event(s). 2. Avoidance of or efforts to avoid external reminders (people, places, conversations, activities, objects, situations) that arouse distressing memories, thoughts, or feelings about or closely associated with the traumatic event(s).
D. Negative alterations in cognitions and mood associated with the traumatic event(s), beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:
1. Inability to remember an important aspect of the traumatic event(s) (typically due to dissociative amnesia and not to other factors such as head injury, alcohol, or drugs). 2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world. 3. Persistent, distorted cognitions about the cause or consequences of the traumatic event(s) that lead the individual to blame himself/herself or others. 4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame). 5. Markedly diminished interest or participation in significant activities. 6. Feelings of detachment or estrangement from others. 7. Persistent inability to experience positive emotions (e.g., inability to experience happiness, satisfaction, or loving feelings).
E. Marked alterations in arousal and reactivity associated with the traumatic event(s), beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following: H. The disturbance is not attributable to the physiological effects of a substance (e.g., medication, alcohol) or another medical condition.
Other Specified Trauma-and StressorRelated Disorder
This can be seen as an important collective category for reactions that do not meet the full criteria for another stress related disorder, and includes "Cultural Concepts of Distress", to be noted as "Other cultural syndromes" as outlined below. Specific aspects are listed together with the diagnosis. The new frame provides an important diagnostic option, especially in a transcultural setting or complex assessment. It also avoids the commonly observed misunderstanding that not fulfilling PTSD criteriafor example if a culture specific idiom of distress or not all symptoms are presentcould contradict traumatisation or even reported exposure to torture. An explanation of the concept might be necessary if used in a court or with a legal investigation team in addition to the diagnosis.
Unspecified Trauma-and Stressor-Related Disorder
These are "diagnosed in case of stress related symptoms when information is not available or should not be noted". The category can be used as a preliminary diagnosis.
Other selected relevant disorders 2. 4.8. Bereavement Complex bereavement disorder (as separate from a culture -"adequate" bereavement reaction) is a condition "under study", i.e. not yet officially a "full" category, and can be coded under "Other Specified Trauma-and
S C I E N T I F I C A R T I C L E
Stressor-Related Disorders". Bereavement can be a special aspect of persecution and violence and should be considered in survivors of torture. It is also a common but neglected problem in survivors of war and other persecution.
Brain trauma
One of the potentially most overlooked problems. Even shoves, "mild" beatings or falls without obvious loss of consciousness which are common in torture can lead to persistent symptoms that can be misinterpreted as only PTSD related or missed, but have significant implications for assessment, proof of mistreatment, and treatment. 17 Presence of major or mild neurocognitive disorders (NCDs) resulting from brain trauma should therefore be part of any assessment. DSM-5 offers support by using a table of neurocognitive strategies of assessment that are more concrete than, for example, the more general description in the IP.
Transcultural aspects
Unclear strategies in approaching cultural background are possibly the most controversial aspect of earlier DSM and ICD versions. The need of a culturally informed assessment is stressed in the IP.
DSM-5 has substantially extended this part which can be perceived as a significant improvement as it can be used to reflect the multiple cultures in a global society. It includes earlier descriptions of "culture bound syndromes" such as "Ataque de nervio", and "cultural formulations". It asks in general for assessment of "Cultural identity of the individual, cultural conceptualizations of distress, psychosocial stressors and cultural features of vulnerability and resilience, cultural features of the relationship between the individual and the clinician", and an "overall cultural assessment". The clinician is supported by a set of 16 questions (Cultural Formulation Interview/CFI [18] [19] [20] ) to elicit culture specific factors, an approach closer to cultural anthropology and qualitative research than earlier DSM models. The inclusion of a focus on "causal explanations relevant to clinical practice" integrates the important concept of subjective health belief models that have been a standard in cultural anthropology as an aspect of the subjective illness experience.
The "cultural concepts of distress" and "cultural idioms of distress", finally take up the "idiom of distress" concept used in transcultural psychiatry for some time 21, 22 to describe the specific aspects of experiencing, expressing and describing distress in a culture. This aspect appears to be a crucial addition also for assessment as it addresses the frequent criticism of a too uncritical application of the narrow DSM PTSD concept to other cultures and might be equally or even more relevant than PTSD as part of the evidence of torture and in the recognition and documentation of disability and suffering.
V codes
V codes are important in forensic assessment as they create a further link to causality. They were already mostly included, but in practice not utilised sufficiently in ICD-10 CM. 23 They offer a tool to code events such as imprisonment, torture, or persecution as the reason for observed symptoms or a diagnosis as requested in most forensic settings.
Conclusion
In spite of the caveats to be considered regarding a diagnostical level of assessment in general, DSM-5 has included a number of significant changes that can improve assessment of torture survivors if properly A 46-year old African refugee who had been tortured in his home country, applied for asylum in a European country, but his application was rejected. One of the reasons given was that during the psychological assessment, he attributed his psychological symptoms to spirits. During an appeal case, a thorough assessment based on the Istanbul Protocol, using DSM-5 criteria yielded a diagnosis of PTSD, and of a culture based idiom of distress that includes seeing the ghosts of others killed in war and in this case in prison. Further assessment by Magnetic Resonance Imaging (MRI) also confirmed reported blunt brain trauma. In the conclusion of the findings, the symptoms were described as characteristic of the torture reported and were further linked to a Z65.4 code ("Victim of Torture"). The refugee received asylum based on the new report and kept the report in the hope of a later chance to use it in a court against the perpetrators. He was given the opportunity to pass on the report to the UN Special Rapporteur on Torture for monitoring purposes, but did not agree due to fear of reprisals.
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used. Some issues, such as aspects of mild brain injuries or a category similar to the ICD-10 F 62.0 category of "Enduring personality change after catastrophic experience", have not been or only partially implemented. The integration of well-established assessment tools such as the Cultural Formulation Interview (CFI) for culturally specific aspects, the inclusion of "idioms of distress" or the WHODAS for impairment and disability can further be seen as an improvement and are of major relevance in assessment of torture survivors. It remains to be seen how the upcoming ICD-11 and new dimensional diagnostic models will take up the relevant changes.
The need of adaptation and revalidation of important instruments such as the Clinician Administered PTSD Schedule (CAPS) or other standard diagnostic instruments can on the other hand be seen as a major challenge in this context. It might further be argued that the handbook should be available on an open platform, reflecting present standards in open publishing that underline the "access to health" concept and implicitly the access to diagnostic and research standards as a right that is also open to poor countries.
